| BACKG ROU N D
Healthcare organisations in economically developed countries face many challenges. These include, for politicians, the management of competing tensions of cost, quality care and electorate support, with a better informed and responsibilised public (Newman & Vidler, 2006) expressing their demands and expectations. Technological and social developments and an ageing demography with, sometimes, complex comorbidities add pressures for healthcare resources (Deloitte Touche Tohmatsu Ltd, 2016 ; Organisation for Economic Co-operation and Development, 2015; World Health Organisation, 2011) . Lengthy hospitalisation episodes associated with infections and accidents have been largely replaced by short-term admissions for the management of acute exacerbations and complications of chronic illnesses such as heart disease or diabetes (Nettleton, 1995) . Segaric and Hall (2015) , describing the Canadian hospital system, drew on the literature which suggests that such challenges diminish nurse job satisfaction, impede family-centred care and negatively impact on patients' and visitors' experiences.
In England, central government leaves the determination of visiting policies to individual hospital trusts and there is no account of annual visitor numbers. Although these trusts publish guidelines for visitors, they infrequently reveal their underpinning policies. These guidelines acknowledge the centrality of patients' visiting friends and families in the patients' illness trajectory. However, this could be understood as tokenism as there is a legal right neither to visit a patient nor for a patient to receive visitors (Citizens Advice, n.d. 1 ).
Hospital visiting seems to be an invisible practice.
The government-commissioned Berwick Report (2013) recommended greater carer and family involvement in hospital. The National Carers Strategy (2008) and The Carers Strategy: Actions for 2014-2016 (2014) were aimed to reduce hospital admissions by supporting carers in the community and also encourage their greater input in care during hospitalisation episodes. However, these documents warn that carers might not self-identify as such. This may result in visitors' marginalisation and exclusion from associated privileges such as extended visiting hours, a greater inclusion in patient care and refreshments on the wards.
As the research demonstrates, visitors encounter difficulties in complying with implicit and explicit rules designed to manage their presence and minimise disruptions. Preset visiting times vary depending on nursing workload, medical specialities, patients' wellbeing, epidemics and religious festivals. There is, therefore, the potential for inconsistency, confusion and confrontation as hospital structures can often lead to visitors experiencing marginalisation rather than inclusion.
Despite these challenges, there appears to be little qualitative inquiry into hospital visitors' experiences to general wards. Globally, there is substantial research into visiting practices on specialist units, such as critical care (Obringer, Hilgenberg, & Brooker, 2012; Verhaeghe, Defloor, & Van Zuren, 2005) or paediatrics (Coyne, 2006 In England, most academic inquiry pertaining to visitors to general NHS hospital wards has been of a quantitative nature and concerned with visiting time regulations (Bates, 2002; Hoban, 2004; Tanner, 2005 having a partner dying of AIDS (Kelly, 2008) ; and the liminality of living with a terminal diagnosis (Bruce et al., 2014) .
Such work with liminality is underpinned by Turner's (1969) comprehensive description of its many features and its application to the wider social sciences (Turner, 1986) . For Turner (1969) , loss of status, marginalisation, being considered polluting or disruptive, structural invisibility, lack of knowledge, uncertainty, ambiguity and demands for total obedience are prevailing challenges during the liminal 'betwixt and between' (p. 81). Experienced masters of ceremony ('seniors') represent social or institutional structures and guide the liminal personae ('juniors') safely through liminality. Juniors might be unable to 'grasp or prevent' the actions and decisions of seniors (Turner, 1969, p. 164) . Thus, hospital staff can be understood as the seniors supervising the hospital visitors as juniors.
| FE ATURE S OF LIMINALIT Y
The research analytic themes of liminality intersect as shown in Figure 1 , but for clarity, the literature supporting their conceptualisation in this paper is presented in a linear progression.
| Structure and communitas
Crucially for this paper, Stenner (2013) proposed an 'inter(re)ference' between staged and unstaged liminality. Staged liminality, overseen by masters of ceremony, follows established rituals with familiar symbols, but it is fragile, is easily disrupted by the unexpected and can transform into the emotional disequilibrium of unstaged liminality (Stenner, 2013) . Strong, supportive structures provide guidance in unstaged liminality and permit the re-establishment of order and a sufficient sense of ontological security for equilibrium and movement to staged liminality (Stenner, 2013 (Stenner, 2013) , which can become unnecessarily, unsatisfactorily and distressingly prolonged (Schouten, 1991) .
Visitors, co-sharing emotions and facing the same challenges, develop communitas within which they draw together, form a closer emotional bond, co-operate and enjoy mutual support. Mishel's (1988) model of patients' uncertainty made only a passing reference to significant others. Academic interest in uncertainty in healthcare since includes Babrow, Kasch, and Ford's (1998) call for wider consideration of patients' social networks. Penrod (2007) suggested that personal confidence and a sense of control are central to dealing with uncertainty, with information seeking, distraction tactics and maintaining a focus on the present used as coping mechanisms. Maslow (1963) noted the intersection of uncertainty with ambiguity by suggesting that knowledge facilitates choice and reduces uncertainty, but not knowing might be a strategy to allay anxiety. Turner (1969) , discussing archaic tribes, considered loss of status as associated with removal of the privileges accorded within and among a hierarchy of kinship groups. However, higher status in 21st-century, economically developed countries is more often recognised according to 'honour, prestige or power' (Jary & Jary, 2000, p. 607) and symbolically displayed by lifestyle, habits, consumption, language and behaviour (Sauder, 2005) .
| Uncertainty

| Status
| Ambiguity
Ambiguity occurs when a situation has two or more interpretations (Weick, 2015) and involves a search for meaning (Van Stralen, 2015) . In hospital, disturbing ambiguities arise for patients and visitors in medical diagnoses or treatment plans (Nettleton, Kitzinger, Kitzinger, 2014) or lack of clarity about hospital structures (Meyerson, 1990) . Ambiguities in information exchanges in hospitals are compounded in Britain by doctors' and nurses' professional codes (General Medical Council, 2013; Nursing and Midwifery Council, 2015) . The professional requisite to maintain patient confidentiality can conflict with visitors' considerations that their own status legitimises requests for information (Gold, Philip, McIver, & Komesaroff, 2009 ).
| Total obedience
Uncertainty, loss of status and ambiguity intersect with the requisites for total obedience in hospitals, where both signposted and tacit rules apply. Turner (1969, p. 81 ) defined total obedience in archaic tribes as demands for 'passive and humble behaviour' and 'obeying their instructors implicitly'. Arguably, this definition sits uncomfortably with 21st-century healthcare in England where neoliberal policies promote responsibility and choice (Newman & Vidler, 2006) , with autonomy frequently considered 'as a virtual lynchpin in the ideology of Western individualism' (Gergen, 2011, p. 205) .
Instead, we propose that humans' need to be liked and to belong offer better explanations for visitors' ready compliance (Srivastava & Beer, 2005) .
Being liked is a basic human need and a driver of prosocial behaviour (Baumeister & Leary, 1995) . Awareness of being liked supports self-esteem and lessens the risk of rejection (Leary, 1999) .
Ostracism initiates a distressing pain; a sense of lost control; belonging and meaningful existence; anger; and sadness, with re-inclusion tactics including conforming, obedience and lack of resistance (Williams & Nida, 2011) . We therefore conceptualise 'total obedience' as 'good visitors' being compliant and 'problem visitors' being non-compliant with hospital structures.
Thus, hospital visitors are on the threshold of change, in the liminal 'betwixt and between' (Turner, 1969, p. 81) former and future ways of being. In an alien environment, where deference accorded by tacit recognition of 21st-century symbols of social status is suspended, they experience uncertainties, ambiguities and demands for compliance with structures they cannot always comprehend. In effect, hospital visitors are liminal personae.
| RE S E ARCH DE S I G N
This qualitative study included a review of contextual influences on hospital visitor experiences followed by semi-structured interviews carried out by the first author in 2013-2014. The interviews, lasting between one and 2 hr, were digitally recorded, anonymised and transcribed verbatim. The first author, using questions developed from a small pilot study, interviewed the participants once, individually and in their choice of venue. Time was allowed for establishing a relationship before the interviews and for a participant 'debrief' afterwards. Field notes were maintained throughout.
| PARTI CIPANTS
Seventeen research participants volunteered (6 male, 11 female).
All had visited an adult patient in an English NHS acute ward in the preceding two years. Aged between 20 and 85 years, they visited hospitals geographically located across England. Patients had been admitted to general wards for elective surgery or as an emergency.
Recruitment was achieved by posters in surgeries and shops, snowballing and personal invitation. Therefore, some participants were known to the interviewer. As more women visiting elderly patients volunteered, purposive sampling ensured male volunteers and those people visiting younger people were included.
Three heterosexual couples were interviewed individually, with significant differences in their accounts and perspectives of their experiences. To comply with institutional requirements, two volunteers were from developing countries.
| E THIC AL CONS IDER ATIONS
Institutional ethical approval was granted and all data were stored in accordance with The Caldicott Guardians and Data Protection Act 
| DATA ANALYS IS
The data were coded following Braun and Clarke's (2012) guidelines for thematic analysis. Liminality, already identified in the review of contextual influences, emerged as a dominant theme. Other codes clustered under themes which corresponded with five of the features of liminality described by Turner (1969) : structure and communitas; uncertainty; loss of status and being out of place; ambiguity and betwixt and between; and total obedience. Structure and communitas can be envisaged as the bulwark against the disturbing nature of the other four features. Silverman (2005) warned that anecdotalism, or abstracting snippets of conversations from interviews, does not constitute validity and reliability in qualitative research. He proposed techniques for ensuring rigorous research. Of these, constant comparison was employed throughout the data analysis by seeking consistently mentioned codes and themes. Analysing deviant cases, a second technique, was similarly productive. The combination of the review of contextual influences with semi-structured interviews was a successful form of triangulation (Silverman, 2005) to confirm that liminality was the predominant research theme.
| RIGOUR
| RE S E ARCH FIND ING S
All the participants reported expected challenges in reaching and navigating the hospital, with anxieties about the patients' diagnoses, illness trajectories and care plans. However, the aim of this paper was to identify the more subtle difficulties that visitors might encounter on busy wards. This ward environment and the sense of liminality are described by Liz, below: There are multiple challenges in managing such an experience and a range of these are next discussed, using the research participants' own words and illustrating the dialectical nature and relevance of structure and communitas.
| Structural challenges
All the participants were tacitly aware of some rules stemming from hospital structures. At interview, they earnestly attempted to pre- Amanda uses this anecdote to arguably add interest and humour.
She retains the moral high ground and her stance as a good visitor through her own recognition of the 'rules'. James inadvertently trans- Nina, a registered nurse, senses she was unfairly judged as a problem visitor when accompanying her mother on a planned admission to hospital. Using her professional experience, she held prior discussions with the hospital bed co-ordinator and ensured an available bed. When Nina referred to this conversation with the admitting nurses, she experienced their responses as an abrupt and inappropriate criticism of her for breaching visitor-professional boundaries. She states:
Nina: For the nurse to say that about the bed situation and to be so abrupt was quite upsetting. I was upset for my mum. I was angry for me […] You know, I just sat there as a daughter doing the best for my Mum as I possibly could [….] trying to keep my mum calm and trying to stop the staff being angry with me, 'I'm just here, you know, I am vulnerable' […] You don't know the system, you don't know what's going on, you do rely on people to update you and give you information.
Nina is attempting to make sense of her distressing experiences of being moved from staged liminality with some certainty to unstaged liminality (Stenner, 2013) Jim's words signal the primacy of hospital time (Zerubavel, 1979) over that of service users. They also point to differences between the hospital staff and visitors' interpretations of visiting time. Whereas the nurses appear to understand it as a continuation of their shift, Jim considers their intrusion to be a misappropriation of his visiting time.
Jim's account also indicates the intersection of other liminal features. He felt ambiguously positioned. Despite assuming a right to be with his mother, by objecting to the nurses' intrusions and potentially denying his mother timely care, he could be defined as a problem visitor. Feeling obliged to move away, his status was undermined and he understood himself to be a marginal presence. In such subtle ways, his total obedience to hospital structures was arguably ensured and his position as a liminal persona reinforced. He, as a 'junior', was unable to 'grasp or prevent' (Turner, 1969, p. 164 ) the actions and decisions of the 'seniors'.
Whereas Jim felt out of place at the bedside, Sally felt out of place at home while her husband underwent a cardiac procedure. Danny's desperation to be with his grandfather and the panic exacerbated by the queuing traffic are obvious. He continues:
| Good structure
I couldn't actually go in, to be honest with you, I couldn't go in initially to see him. I was in the ward but I couldn't go in. I couldn't bring myself to go in to actually see him.
It, it took me a good few hours to go into the ward to see him.
Danny's desperation to see his grandfather suddenly dissipated.
He was literally hovering on the threshold-between his past with an active grandfather and a future without him. Not 'going in' would permit him the temporary illusion of continuity of life as known, rather than imminent bereavement. 
| Positive communitas
Danny is also demonstrating the development of communitas, which, as for other research participants, was intra and not inter visiting family members or friends. There was a mutual co-operation and a 'looking out' for each other.
As Turner (1969) suggested, this strong communitas also permitted participants to overcome the powerful desire to be defined as good visitors and mount a collective challenge to perceived failings in hospital structures. This was particularly evident in perceived lapses in care, as Danny continues:
Danny:
We did complain about it [omissions in care] .
One of my aunties complained about it […]. She did kick up a bit of a fuss. Which is what she should have done.
Danny recognises a hierarchy of obligations within the family (Finch, 1989) , with his mother and aunts, as the patient's daughters', having responsibility for overseeing care. Danny and his cousins, lower down the kinship hierarchy, were allocated the lesser role of gofers. Danny's 'outside hospital' 21st-century status symbols of wealth and employment (Jary & Jary, 2000) were largely irrelevant. Ed's language is noticeably more relaxed when describing hospital support and he manages a joke. Good structure had safeguarded him through unstaged to staged liminality. On his sister's discharge, Ed exited liminality and continued his studies. Both women appear to have experienced these hospital episodes as a time of intense liminality with poor structures and no communitas.
| Failing structures and no communitas
Effectively and affectively, their inability to reconcile their experiences and move on indicates prolonged liminality (Schouten, 1991) . (Taylor, 2003b, p. 323) .
| Visiting a friend
| RE S E ARCH LIMITATI ON S
Qualitative research, using semi-structured interviews, involves two levels of analytical interpretation (Bruner, 1986 )-the researcher's understanding of the participant's accounts of an experience-with each situated in their own socio-historical locations (Hammersley & Atkinson, 2007; p. 15) . As a white, late middle-aged female with a registered nurse professional background and carrying out this research for a PhD, reflexivity was crucial in attending to potential researcher bias. This was guided by Finlay's (2012, p. 318 ) five lenses of reflexivity: strategic; contextual-discursive; embodied; relational; and ethical with the aim of producing knowledge through a joint collaboration with the participants and using their own words (Fabian, 2008) .
The participants' socio-historical locations were multiple and varied, but they had all visited hospitals and taken part in the interviews at a time when public confidence was undermined by extensive media reporting of hospital scandals (McCrae, 2013) . This, arguably, explains their greater anxieties (Seale, 2002) and vigilance on the patients' behalf.
Semi-structured interviews can present further problems. Wengraf (2001) suggested that details might be forgotten or misremembered. Plummer (1995) advised that descriptions of experiences might be reformulated and refined to correspond to social and cultural expectations, or to the context of their telling or according to dominant discourses.
Using a different theoretical lens, such as feminism, or analytic method, for example, conversation or phenomenological analysis, might have highlighted other aspects of hospital visiting. However, the analytic lens of liminality yielded potentially richer interpretations of the data than those provided by thematic analysis alone.
| CON CLUS ION
Use of the analytic lens of liminality brought into view some of the benefits and difficulties that hospital visitors might experience.
Benefits arose from a friendly, supportive, inclusive and attentive hospitality; flexible visiting time rules; and consistent information.
Distress was exacerbated by uncertainty, marginalisation and ambiguity arising from inflexible and poor structures, poor staff interpersonal skills, inadequate information and inhospitality. Communitas was intra rather than inter family and status was accorded to position within the family rather than its more contemporary association with wealth and employment.
The research also suggests an extension to current understandings of structure and communitas when applied to hospital settings.
Failing structures can be destructive (Stenner, 2013 ) and result in degeneration into unstaged liminality, but this can be compensated by strong communitas. Strong structures can maintain a sense of order and a move into staged liminality, even if there is no communitas.
Strong structures and/or communitas seem essential to safely exit liminality when visitors have a strong bond with the patient.
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